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Abstract 
This paper presents a conceptual and methodological review of the literature on life events that are 
intercurrent with (occur over) the course of psychotherapy for depression and anxiety in young 
people. Method. Life events were defined to include those that are chronic and severe, as well as 
minor, everyday occurrences. Study participants were children, or adolescents (5-18 years). No limits 
were placed on psychotherapy type, or study setting. Outcomes were restricted to internalising 
problems related to depression and anxiety. A three-part search strategy was used, involving 
searching: 1) bibliographic databases; 2) citations and review reference lists; and 3) contacting 
relevant scholars. An aggregative review methodology was undertaken to report on the conceptual 
and methodological nature of the literature. Results. This review included 42 studies. Intercurrent 
events varied in severity and chronicity. Events were most frequently measured using 
questionnaires. The same questionnaire was rarely used in more than one study and questionnaires 
were often adapted for use for the ƐƚƵĚǇ ?Ɛpurpose/population.  Events included in analyses tended 
to be analysed as a mediator of change in psychiatric symptomatology, or an outcome of therapy. 
Conclusions. Attention to intercurrent life events appears rare in psychotherapy research. This 
contributes to a systematic neglect of socioeconomic issues in psychotherapy research and arguably 
psychotherapy more generally. This neglect is exacerbated by a lack of agreed measures of life 
events, both intensive and routine in nature.  Insights into methods of assessment and analysis of 
intercurrent events are provided and recommendations are made for corrective attention to such 
events. 
Keywords: psychotherapy, life events, children, adolescents, depression, anxiety 
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It has been argued that sources of stress are social in origin, with experiences of life events arising 
out of social roles, defined by class, race, gender and age (Pearlin, 1989). This suggests multiple 
mechanisms contributing to the relationship between socioeconomic status (SES), stressful 
experiences and the sequelae of those experiences. A review (Baum, Garofalo, & Yali, 1999) 
concluded that SES is associated with both the frequency of stressful life events and stress 
responses. Indeed, a more recent review concluded that life events and other types of stressor are 
clearly related to SES (Lantz, House, Mero, & Williams, 2005). This association between SES and 
negative, or stressful events presents itself most starkly in accident-related mortality rates. In the 
UK, children and young people, aged 28 days to 15 years from the lowest socioeconomic bracket, 
had a mortality rate from accidents that was 4.4 times greater than those in the most advantaged 
class (Siegler, Al-Hamad, & Blane, 2010). This association also applies for less severe events, such as 
school suspension (Brady & Matthews, 2002). Various explanations for the relationship between 
lower SES and increased rates of stressful events have been posited, including an increased 
likelihood to be in an environment where one encounters such occurrences and decreased 
psychological and social resources to cope with such events, resulting in a heightened experience of 
subjective stress (Adler et al., 1994). 
SES also has a well-established negative association with mental health. A recent review reported an 
association between various measures of poverty and common mental health disorders in 70% of 
the 115 included studies (Lund et al., 2010). These patterns seem to emerge before adulthood. 
Disadvantaged children and adolescents are two to three times more likely to develop mental health 
problems (Reiss, 2013). Further, research suggests low SES is related to symptoms of psychiatric 
disturbance in children and an increased probability of depression in adolescents (Bradley & Corwyn, 
2002). Negative life events have been put forward as one mechanism for the relationship between 
lower SES and poorer health. Research has explored the mediating role of exposure to stressors in 
the relationship between SES and health inequalities (Pearlin, Schieman, Fazio, & Meersman, 2005). 
For instance, the AmeƌŝĐĂŶƐ ?ŚĂŶŐŝŶŐ>ŝǀĞƐƐƚƵĚǇƌĞǀĞĂůĞĚƐŽĐŝŽĞĐŽŶŽŵŝĐŝŶĞƋƵĂůŝƚŝĞƐŝŶŚĞĂůƚŚĂƌĞ
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produced by disparate exposure to negative life events (Lantz et al., 2005). A recent publication by 
the World Health Organisation highlights the link between SES and mental health and discusses this 
association in relation to the level, frequency and duration of stressful experiences that are 
disproportionately experienced by those lower down the social hierarchy (World Health 
Organization, 2014). 
Two competing theories for this mediated relationship are the social selection and social causation 
hypotheses. Social selection theory suggests environmental factors influence the onset of psychiatric 
disorders, which contributes negatively to various facets of SES, including educational outcomes. 
Social causation theory suggests that adversities associated with lower SES, such as increased 
environmental stressors leads to the development of mental health problems (Johnson, Cohen, 
Dohrenwend, Link, & Brook, 1999). A longitudinal study of young people, aged one to ten years, 
indicated a more emphasised role of social causation in the association between SES and depression 
and anxiety, compared to social selection (Johnson et al., 1999). However, a recent review of mental 
health problems and socioeconomic inequalities in young people concluded that the theories of 
social selection and causation are not mutually exclusive and that together they create a cycle of 
socioeconomic deprivation and mental health problems (Reiss, 2013). The review emphasises a need 
to continue to explore the complex mechanisms by which SES influences mental health in young 
people. 
Whilst the association between negative life events and psychological distress is relatively well-
established, that between positive life events and mental health remains somewhat under-studied 
(Davidson, Shahar, Lawless, Sells, & Tondora, 2006). An interplay between positive events and 
ĂĚŽůĞƐĐĞŶƚƐ ?ƉƐǇĐŚŽůŽŐŝĐĂůĚŝƐƚƌĞƐƐŚĂs been reported, supporting both a direct-effect and a stress-
buffering mechanistic relationship (Shahar & Priel, 2002). However, this area remains rife with 
inconsistencies and contradictory findings; ĨƌŽŵƐƚƵĚŝĞƐƌĞƉŽƌƚŝŶŐƚŚĞ ‘ůŽǁ-ƉŽƚĞŶĐǇ ?ŽĨƐƚƌĞƐƐ-
buffering effects of positive life events (Reich & Zautra, 1981), to those that demonstrate an 
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association between positive events and elevated distress (Riskind, Kleiman, & Schafer, 2013). 
Further, studies of the relationship between positively valenced, or desirable life events and SES are 
scarce. Indeed, one study that recognised the neglect of this issue and explored life events and their 
association with SES and ethnicity, was unable to examine the valence of life events and SES (Brady 
& Matthews, 2002), owing to the underassessment of positive events (authors used a scale with 5 
positively valenced life event items; the Life Events Questionnaire  W Adolescents (Garmezy & 
Tellegen, 1984)). 
Impacts of antecedent life events are well recognised in many theories of psychotherapy and even 
central to ƐŽŵĞ ?ďƌŽĂĚůǇ ? “ƚƌĂƵŵĂ ?ŵŽĚĞůƐ ?ĂŶĚŝndividuals often seek help for distress caused by a 
traumatic event. A review of school-based counselling for adolescents identified a number of 
presenting issues for young people, including bereavement, bullying and academic issues (Cooper, 
2009). Aside from life events and experiences triggering a period of depression and/or anxiety, life 
events may also occur over the period of psychotherapy and influence the course of treatment, but 
such events seem to have received much less attention in the psychotherapy and psychotherapy 
research literature. This paper will review the literature on life events occurring over the course of 
counselling and psychotherapeutic intervention for depression and anxiety in young people, with the 
aim of answering the following questions: 
i) How are life events conceptualised? 
ii) What methods are used to assess life events? 
iii) What, if any, statistical analyses are used to assess the impact of life events on 
change/outcomes? 
 
1. Method 
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1.1 Registration. The review is registered with PROSPERO registration number CRD42017065850. 
Methods of searching, inclusion criteria and analysis were specified in advance and documented 
online. 
1.2 Eligibility criteria. Studies were included that met the following inclusion criteria. Clients were 
child, or adolescent participants (5-18 years). The focal intervention was psychotherapy (including 
counselling) working with  the following definition:  ‘ĂƉƌŝŵĂƌŝůǇŝŶƚĞƌƉĞƌƐŽŶĂůƚƌĞĂƚŵĞŶƚƚŚĂƚŝƐďĂƐĞĚ
on psychological principles and involves a trained therapist and a client who has a mental disorder, 
problem, or complaint; it is intended by the therapist to be remedŝĂůĨŽƌƚŚĞĐůŝĞŶƚ ?ƐĚŝƐŽƌĚĞƌ ?
problem, or complaint; and it is adapted or individualised for the particular client and his or her 
ĚŝƐŽƌĚĞƌ ?ƉƌŽďůĞŵŽƌĐŽŵƉůĂŝŶƚ ?(Wampold, 2001, p.3). Participants had presented with problems of 
depression and/or anxiety and the studies reported on psychotherapeutic change i.e. including 
evaluations from at least two separate assessments.  There was some assessment, or record of 
incidence of an intercurrent life event for participants. Studies reporting on non-psychological (e.g. 
solely pharmacological) therapies, or non-interpersonal psychotherapies (e.g. unguided self-help) 
were excluded. Studies were also excluded where the life events were wholly historic in nature (i.e. 
not intercurrent). Only studies reported in the English language were included and no time limit was 
placed on the year of publication, although only bibliographic records up to 01 May 2017 were 
searched. 
1.3 Sources. A comprehensive search of electronic databases using both keywords and subject-
headings was carried out, including PsycINFO (EBSCO) and Medline (PubMed). Forward and 
backward citation-chaining using Web of Science Cited Reference Search was carried out. Requests 
for un/published studies/materials were placed on online forums (ResearchGate) and email lists (see 
supplementary material 1). Scholars who had published more than one relevant article in the past 
decade were contacted. 
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1.4 Search. The strategies used for searching PsycINFO and Medline are provided in supplementary 
materials 2 and 3, respectively. 
1.5 Study selection. Eligibility assessment (title/abstract screening and full text assessment) was 
performed by the first author. Where the first author was unsure whether a paper met eligibility 
criteria, the second author was consulted. Disagreements between reviewers were resolved by 
consensus. 
1.6 Data collection. A data extraction sheet was developed by the first author, pilot-tested with five 
included studies and refined accordingly. The first author extracted data from the included studies. 
Studies were also imported into ATLAS.ti (ATLAS.ti, 1999) for analysis. 
1.7 Data items. Information was extracted from each trial on: 1) characteristics of participants (e.g. 
age, socioeconomic status); 2) type of intervention (e.g. type of therapy, duration); 3) life events 
measured (e.g. nature of events, method of assessment); 4) data analysis (e.g. events as mediator of 
treatment). 
1.9 Methods of analysis. A narrative synthesis of the findings was conducted, summarising key 
descriptive features of the studies. Adapted grounded theory methods were used to explore 
qualitative/narrative aspects of the publications using ATLAS.ti (ATLAS.ti, 1999) to collate notes. As 
anticipated, there was no scope for meta-analysis due to the heterogeneous nature of the 
outcomes, methods of assessment and study characteristics. 
 
2. Results 
2.1 Study selection. A total of 42 studies were selected for inclusion within this review (see figure 1). 
The search of PsycINFO and Medline yielded the return of 2,140 records. These studies were 
combined with those identified from the forum post, the contacting of relevant scholars and 
posting in email circulars (n=17). After abstract screening and the removing of duplicates, 118 
8 
 
studies were retained. The full texts of these studies were examined in more detail, resulting in 
selection of 30 studies. A further 12 studies were selected through citation chaining and 
searching review reference lists. 
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9 
 
Figure 1. Flow diagram of study selection. 
2.2 Study characteristics. 
2.2.1 Design. Ten were case studies, 15 were randomised controlled trials (RCTs), 13 were 
uncontrolled longitudinal studies (case series) and 3 were qualitative studies. One study met the 
criteria of two trial types, including both a case study report and an uncontrolled longitudinal 
analysis of quantitative outcomes  ?K ?^hea, Hodes, Down, & Bramley, 2000). 
2.2.2 Participants. The studies involved 2,747 participants (n=41 studies). One trial (Rousseau & 
Machouf, 2005) did not report participant numbers. Participants ranged in age from 3-20 years. 
Participants ? gender (38 studies) was 53.5% female. Ethnicity of participants was reported in 26 
studies (61.9%) where methods of reporting varied, describing the ethnicity of the parents, the 
children/adolescents, and the population from which the sample was sourced. SES was reported in 
26 (61.9%) studies. Methods of assessing and reporting SES varied widely, with reports of household 
income, employment status of parents, standardised scoring and generalised descriptions of the 
target populations. 
2.2.3 Intervention. Details about the therapy were not included in two studies. The type of 
psychotherapy delivered in the remaining 40 studies varied widely (see supplementary materials 4-7 
for details). In 23 studies (57.5%) interventions were reported that directly involved the young 
ƉĞƌƐŽŶ ?ƐĨĂŵŝůǇŵĞŵďĞƌ ?Ɛ ? ?and/or caregiver(s). For example, studies involved joint parent-child 
sessions (e.g. Chavira et al., 2014). This reflected the age of the participants and the importance of 
their caregivers in their environment, wellbeing and development. This range of foci meant that 
some studies reported events occurring within the family group, or domestic situation. In 27 (67.5%) 
studies, the presenting issues of participants were described as being in some way related to 
trauma, or negative events that either occurred prior to therapy, were anticipated to occur during 
therapy, or recruited participants considered to be at risk of experiencing negative events. For 
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example, interventions targeted youth who were exposed to intimate partner violence (IPV; n=1), 
who were anticipating medical procedures, such as chemotherapy (n=3) and who had recently 
suffered a parental bereavement (n=2). The shortest duration of therapy was two days (Dolgin, 
2014), whilst the longest period of therapeutic intervention was 13-months (Ford & Nangle, 2015). 
2.3 How are life events conceptualised in studies of psychotherapeutic change in children and 
adolescents with depression and/or anxiety? 
Intercurrent events came in many forms. Events were often chronic in nature, such as residing in an 
area exposed to war and armed conflict and experiencing ongoing resource hardships. Other events 
were more acute, or discrete in nature, such as an anticipated limb amputation, or testifying against 
a perpetrator of abuse in court. Focal events were sometimes severe and traumatic such as being in 
contact with an abuse perpetrator, or less severe such as witnessing their parents arguing, whilst 
some studies reported on multiple events with a wide range of severity. Life events also varied in 
terms of their predictability and in the possible control participants had over the events. In two 
studies (Danielson, Feeny, Findling, & Youngstrom, 2004; Weintraub, 1990), the events were 
triggered by the therapist and impinged directly on the course of therapy (therapist becoming ill and 
carrying out sessions by phone, therapist moving out of state meaning maintenance phase of 
therapy not carried out). For details of life events assessed, please see supplementary materials 4-7. 
2.4 What methods are used to assess life events in studies of psychotherapeutic change in children 
and adolescents with depression and/or anxiety? 
Questionnaires constituted the most common method of assessing life events (n=22 studies used at 
least one questionnaire, n=53 questionnaires in total), but this was sometimes supplemented by 
interviews (n=3), or records such as hospital reports (n=3). The majority (n=10 studies) used just one 
measure, but there was a range of up to six measures per study. The majority of questionnaires 
were child/adolescent self-report (n=35 measures, including one measure with a sub-scale 
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supplemented by clinician observation). The number of child/adolescent report measures ranged 
from 0-3 measures per study. The remaining 18 questionnaires used parent/caregiver report. Per 
study, the number of parent/caregiver-report measures used ranged from 0-3 measures.  
One striking finding was how little comparability there was between life event scores because of the 
diversity of measures used.  Many questionnaire-based studies included at least one measure that 
was adapted from its original form (n=12 studies, n=24 questionnaires) or designed specifically for 
that trial (n=2 studies, n=3 questionnaires). Of the 24 adapted questionnaires, n=7 were adapted by 
combining items, sub-scales, or full scales from existing questionnaires, n=8 by including only certain 
items, or sub-scales from an existing measure, n=5 measures were adapted by altering the time 
frame and n=1 measure was adapted by including and omitting items as the researchers saw 
necessary. The types of adaptation were not specified for n=3 questionnaires. Of those measures 
that were not adapted, or designed for the study (n=26), three questionnaires were used twice 
(Alabama Parenting Questionnaire  W child report; Alabama Parenting Questionnaire  W parent report 
(Frick, 1991); Conflict Behaviour Questionnaire  W child/adolescent report; (Robin & Foster, 1989)). A 
list of standardised and unadapted measures (n=23) used in the studies is provided in 
supplementary material 8. 
Events were also assessed in unstandardised ways: in nine studies, they were recorded as having 
been spontaneously disclosed in the therapy and in 7 studies events were not assessed, as they were 
pre-determined, naturally occurring, or planned, such as the ongoing Iraq war, or planned 
hospitalisations. 
2.5 What, if any, statistical analyses are used to assess the impact of life events on 
change/outcomes? 
Twenty-eight studies (66.7%) reported using statistical analyses to assess life events and change over 
the course of therapy. Ten studies looked at intercurrent life events as mediators of change over the 
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course of psychotherapy. For example, one study examined parent-child conflict as a predictor of 
recovery from depression (Birmaher et al., 2000) and another explored the role of stress events in 
predicting change in symptoms of mania, depression and combined mood symptoms (Kim, 
Miklowitz, Biuckians, & Mullen, 2007). 
Life events were also reported in terms of pre- to post- change over the course of therapy. For 
example from pre- to post-therapy young people reported changes in stressful family life events 
(Valdez, Mills, Barrueco, Leis, & Riley, 2011) and instances of teasing in the classroom and 
playground (Maddern, Cadogan, & Emerson, 2006). Events were analysed in some studies in terms 
of their influence on access and engagement in therapy (n=1; Chavira et al., 2014); and within a cost 
analysis (n=1; number of hospitalisations; Ellis, Saxe, & Twiss, 2011).  
Case studies did not provide formal analyses of findings; the therapist and/or author frequently 
provided an account of the association between events during therapy and other outcomes. For 
example, one study provided details of increased anxiety, nightmares and conflict with others on the 
ƚŚŝƌƚĞĞŶƚŚǁĞĞŬŽĨƚŚĞƌĂƉǇ ?ǁŚŝĐŚĐŽŝŶĐŝĚĞĚǁŝƚŚƚŚĞƉĂƚŝĞŶƚ ?ƐĂƉƉĞĂƌĂŶĐĞŝŶĐŽƵƌƚ(Ford & Nangle, 
2015). In another case study, the therapist reflected on how the interruption to therapy, in the form 
of therapist illness and the consequent delivery of therapy by phone, gave rise to discussing and 
resolving patient issues related to a history of traumatic separations (Weintraub, 1990). 
 
4. Discussion 
This review found 42 studies reporting on life events experienced by participants during the course 
of psychotherapeutic intervention for depression and anxiety in children and adolescents. 
Considering the number of studies that exist on counselling and psychotherapy for children and 
adolescents for depression and/or anxiety (to illustrate, a search PsycINFO for this area of 
psychotherapy using search terms in supplementary material 2 returned 21,708 records), those 
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studies that examine intercurrent life events constitute just a fraction: 0.2%. Many studies (n=19 
studies excluded at full text screening) that were initially included in this review from bibliographic 
database searches were later screened out as their focus on life events was solely on adverse events 
in terms of trial governance. Whilst such adverse event reporting is vital in countering a bias to see 
psychotherapies are without negative impacts, the focus of this review was on those life events that 
may influence the course of psychotherapy and are often inextricably bound with ĂŶŝŶĚŝǀŝĚƵĂů ?Ɛ
socioeconomic circumstances. 
Studies varied in how much they did discuss the definition and conceptualisation of life events.  On 
reflection, we were surprised how little this was discussed. Studies reported a wide range of events, 
from severe, negative events, to more common daily events, such as witnessing parents arguing. 
Another facet of life events was chronicity, uniqueness and with that, predictability. Some events, 
such as medical procedures, come with varying but sometimes long and definite planning periods, 
whereas other events were more likely to repeat but, were not predictable. There is also a question 
of the degree of the protagonist's involvement in and control over events.  A number of events lie 
complexly between the two extremes of no control, or total agency: accidents for example, are 
unpredictable in themselves but contributed to by voluntary intoxication, anger, etc. It was also 
noted that there were often complexities of family, educational or social contributions to events that 
may be only partially within the child or adolescent's choice to avoid, or escape.  
Despite the paucity of information and methodological heterogeneity in the reporting of SES, it was 
apparent that many of the studies recruited participants from low SES backgrounds. For example, 
studies of events in therapy for newly resettled refugees describe resource hardships faced by such 
individuals  ?K ?^hea et al., 2000) ĂŶĚƉƌĞǀĞŶƚĂƚŝǀĞƐƚƵĚŝĞƐƚĂƌŐĞƚŝŶŐ ‘Ăƚ-ƌŝƐŬ ?ƉŽƉƵůĂƚŝŽŶƐƌĞĐƌƵŝƚǇoung 
people from areas with elevated rates of violent crime, drug-use and sexually transmitted infections 
(Cooley-Strickland, Griffin, Darney, Otte, & Ko, 2011; Kerrigan et al., 2011). In such studies, the 
authors reasonably anticipate a relationship between negative events or stressors, and negative 
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impacts on mental health. In one study, authors reflect on the nature of the association between life 
events and SES, highlighting interventions in Zambia and Cambodia, where extensive poverty is 
found alongside limited mental health infrastructure and equally limited legal systems protecting 
children (Murray, Cohen, & Mannarino, 2013) . The paper goes on to provide a striking example of 
how deprivation and life events can be positively associated describing situations in which a 
perpetrator of child abuse remains in the household with the child victim(s), as the perpetrator is the 
main breadwinner (Murray et al., 2013). Many of the interventions in these studies were 
psychosocial involving  ‘ǁƌĂƉĂƌŽƵŶĚ ?ƐƵƉƉŽƌƚŚŝŐŚůǇŝŶĚŝǀŝĚƵĂůŝƐĞĚƚŽƚŚĞŶĞĞĚƐŽĨƚŚĞƉĂƚŝĞŶƚ ?KŶĞ
such study reported on a multi-tiered intervention involving co-ordinated community systems to suit 
the diverse and multiple problems experienced by refugee youth. Treatment was tiered to provide 
young people with the appropriate interventions that were suited not only to their level of 
psychological distress, but also their degree of exposure to socioenvironmental stressors. 
Many of the included treatments share a common feature in response to the occurrence of such an 
ĞǀĞŶƚ ?ŝŶƚŚĂƚƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐĞŶǀŝƌŽŶŵĞŶƚŶĞĞĚƐƚŽďĞƐƚĂďŝůŝƐĞĚ ?dǁŽƉĂƉĞƌƐĚĞƐĐƌŝďĞǇŽƵƚŚ
receiving therapy for continuous trauma, whose sitƵĂƚŝŽŶƐĂƌĞĚĞƐĐƌŝďĞĚĂƐ ‘ƐƚĂďůǇƵŶƐƚĂďůĞ ?(Murray 
et al., 2013). These studies emphasise strategies that enable effective treatment during ongoing 
traumatic experiences, including prioritising patient safety early in treatment. 
Questionnaires were the most frequently used method for assessing intercurrent life events. 
However, questionnaires were often adapted for individual studies, or designed specifically for the 
purpose of the study. Further, of the 23 standardised questionnaires that were utilised without 
amendment, only 3 questionnaires were used more than once. Such heterogeneity of assessment 
limits opportunities for comparisons across studies and severely limits this area of psychotherapy 
research.  
Four of the studies discussed the difficulties in assessing life events, including the potential 
confounding of self-reports of life events with clinical status (Goodyer, Herbert, Tamplin, Secher, & 
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Pearson, 1997; Wilkinson, Dubicka, Kelvin, Roberts, & Goodyer, 2009). For instance, one study noted 
that retrospective collection of life event data risks those with continuing or recurrent depression 
reporting more adverse life events than those in remission (Wilkinson et al., 2009). Indeed, the 
current review attempted to avoid these confounding reports of life events, by omitting studies of 
ƚŚŽƐĞĞǀĞŶƚƐƚŚĂƚĂƌĞ ‘ŝŶƚĞƌŶĂůůǇ-ŐĞŶĞƌĂƚĞĚ ?ĂŶĚŵŽƌĞůŝŬĞůǇĐŽŶĨŽƵŶĚĞĚǁŝƚŚĐůŝŶŝĐĂůƐƚĂƚƵƐ ?
However, the scope of this review did not allow for an in-depth, item-by-item review of the 
measures used and may have included studies also reporting on such events. One study 
recommended assessing mediators of therapeutic change, such as life events, more frequently and 
over longer periods of follow-up in order to account for non-linear mediational change. Life events 
do appear to pose a unique challenge in terms of their assessment, in that possible intercurrent 
events are likely to be highly specific to different populations and cultures and can vary widely in 
terms of their severity and chronicity. Future studies and reviews of life events in therapy should aim 
to develop and collate both intensive research measures and measures suitable for routine clinical 
use. Whilst reviews of measures for adult life events exist (e.g. Dohrenwend, 2006), to our 
knowledge, no such reviews exist for children and adolescents.  
Of the 42 studies included, just 28 reported using statistical analyses to explore intercurrent life 
events and the course of therapy. Ten of the included studies explored life events as mediators of 
treatment in an attempt to better understand the mechanisms by which outcomes are affected over 
the course of psychotherapy. Whilst there are many reasons for studying such mechanisms of 
change, including identifying common factors, optimising beneficial aspects of therapy and 
identifying moderators of treatment, the exploration of life events as mediators of change in 
psychotherapy offers two more specific lines of investigation (Kazdin, 2007). Firstly, through 
increasing our understanding of life events as mediators of treatment, treatments may be better 
translated from the clinic and into real-world settings and begin to take into account the contextual 
complexity involved in real world psychotherapy, particularly with clients from low SES settings. 
Secondly, the mediating effects of life events are of value beyond psychotherapy: everyday 
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ĞǆƉĞƌŝĞŶĐĞƐĂŶĚŽĐĐƵƌƌĞŶĐĞƐĂƌĞŝŶƚĞŐƌĂůƚŽŽŶĞ ?ƐƐĞŶƐĞŽĨǁĞůůďĞŝŶŐ ?ĂĚũƵƐƚŵĞŶƚĂŶĚŶĂǀŝŐĂƚŝŽŶ
ƚŚƌŽƵŐŚƚŚĞ ‘ƐŚŽĂůƐŽĨůŝĨĞ ? (Kazdin, 2007) and understanding more about how such events and 
experiences affect our psychological wellbeing could help develop resilience and preventative 
strategies which might be social rather than individual. 
tŚŝůƐƚĂǁĂƌĞŶĞƐƐŽĨĂǇŽƵŶŐƉĞƌƐŽŶ ?ƐĞŶǀŝƌŽŶŵĞŶƚĂůĐŝƌĐƵŵƐƚĂŶĐĞƐƐĞĞŵƐƚŽĞǆŝƐƚǁŝƚŚŝŶ
psychotherapeutic practice, intercurrent life events appear vastly overlooked in psychotherapy 
research for young people with 0.2% of reports on change/outcomes in child/adolescent therapies in 
this review addressing these events. Given that life events are recognised as one mechanism for the 
association between SES and mental health (World Health Organization, 2014) this neglect of 
intercurrent life events in psychotherapy research may not only parallel a general neglect of 
socioeconomic circumstances (Smail, 1993, 2015), but also serve to further exacerbate it. Life events 
that are intercurrent with psychotherapeutic intervention may be a discomforting area for 
therapists, due to the therapists ? lack of control over such events and the challenges they face of 
delivering effective therapies in shifting patient circumstances. This discomfort may also explain the 
lack of agreed measures for assessing intercurrent events in therapy which further exacerbates the 
general neglect: further efforts must be made in this area. The study of intercurrent life events in 
psychotherapy research may help us to take into account the great contextual complexity that exists 
in therapy beyond the confines of the clinic and help us bridge to general psychosocial processes and 
possible interventions. 
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Supplementary material 1. List of email circulars contacted as part of study identification. 
1. EAPA (European Association of Psychological Assessment) members 
2. Critical Psychiatry Network List 
3. Discussion of theoretical and research issues in counselling 
4. SITAR (Society for Interpersonal Theory and Research) members 
5. SEPI (Society for the Exploration of Psychotherapy integration) members  
 
Supplementary material 2. Search strategy used in PsycINFO (EBSCO). 
# Searches 
1 psychotherap* 
2 psycho-therap* 
3 counsel* 
4 exp/ psychotherapy (exp/ child psychotherapy, exp/ adolescent psychotherapy) 
5 1 or 2 or 3 or 4 
6 youth 
7 child* 
8 teen* 
9 adolescen* 
10 6 or 7 or 8 or 9 
11 event  
12 life-event 
13 hassl* 
23 
 
14 stressor* 
15 accident 
16 trauma 
17 experiences (events) (life experiences, life changes) 
18 11 or 12 or 13 or 14 or 15 or 16 
19 depress* 
20 anxi* 
21 mood 
22 internalising 
23 internalizing 
24 depression (emotion) (inc major depression) 
25 Anxiety  (inc anxiety disorders) 
26 19 or 20 or 21 or 22 or 23 or 24 
27 5 and 10 and 18 and 26 
28 Limit to English (language) 
29 Filter childhood (birth  W 12 years), school age (6-12 years) and adolescence (13-17 years) 
30 Publication time limited to end of April 2017 
 
Supplementary material 3. Search strategy used in Medline (PubMed). 
# Searches 
1 psychotherap* 
2 psycho-therap* 
3 counsel* 
4 "Psychotherapy"[Mesh] 
5 1 or 2 or 3 or 4 
6 youth 
7 child 
8 children 
9 childhood 
10 teen* 
24 
 
11 adolescen* 
12 "Child"[Mesh] 
13 "Adolescent"[Mesh] 
14 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 
15 event  
16 life-event 
17 hassl* 
18 stressor* 
19 accident 
20 "Life Change Events"[Mesh] 
21 15 or 16 or 17 or 18 or 19 or 20 or 21 
22 depress* 
23 anxi* 
24 mood 
25 internalising 
26 internalizing 
27 "Depression"[Mesh] OR "Depressive Disorder"[Mesh] 
28 "Anxiety"[Mesh] OR "Anxiety Disorders"[Mesh] 
29 23 or 24 or 25 or 26 or 27 or 28 or 29 
30 5 and 14 and 22 and 30 
31 Limit to humans 
32 Limit to English (language) 
33 Filter all child: birth  W 18 years 
34 Publication time limited to end of April 2017 
 
 
Supplementary material 4. Case studies (n=11) included in review. 
Source No of 
participants 
Age range 
(years) 
Gender (% 
female) 
Type of psychotherapy Intercurrent life events 
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Alexander 2017(1) 1 16 100.0% Intensive psychotherapy 16th birthday, returning to school 
Murray et al 2013(2) 8 6-15 
(n=7) 
37.5% TF-CBTa Witnessing domestic violence, sexual abuse, violence in 
neighbourhood, domestic abuse, involvement of child protection 
services, moving accomodation, community violence, continuous 
contact with rape perpetrator 
Ford et al 2015(3) 1 16 100.0% TF-CBTa Sexual abuse perpetrator appealing case, application and 
acceptance to college, appearance in court in front of perpetrator, 
perpetrator not found guilty 
Ruggiero et al 
2007(4) 
1 17 100.0% BATDb Pleasant activities, social activities with peers 
Weintraub 1990(5) 1 11 0.0% Not reported Therapist illness (distance/telephone sessions) and patient holiday 
Nurcombe et al 
2002(6) 
1 9 0.0% Individual and marital 
therapy 
Teasing 
Slutsker et al 2010(7) 1 13 0.0% CBTc plus biofeedback 
training 
Return to school, vomiting 
Atala & Carter 
1992(8) 
1 10 100.0% Multi-component 
treatment with CBTc 
Chemotherapy, hospitalisations, limb amputation 
Runyon & Orvaschel 
1999(9) 
1 17 100.0% CBTc Required testing for HIV, enrolled in college, obtained driver's 
permit 
Danielson et al 
2004(10) 
1 13 0.0% Psychosocial intervention 
based on CBTc 
Therapist moved out of state, pleasant activities 
O'Shea et al 
2000(11) 
14 7-11 14.3% Multiple treatment options 
including CBTc 
Change of accommodation. Move from primary to secondary school. 
Visit to war museum. Permanent housing obtained 
a TF-CBT  W Trauma Focused Cognitive Behavioural Therapy  
bBATD  W Behavioural Activation Treatment for Depression 
cCBT  W Cognitive Behavioural Therapy 
 
Supplementary material 5. Randomised controlled trials (RCTs; n=15) included in review 
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Source No of 
participants 
Age range 
(years) 
Gender (% 
female) 
Type of psychotherapy Intercurrent life events 
Baron et al 2016(12) 154 11-15 59.7% TRTa program War stressor exposure 
Chavira et al 2014(13) 48 8-13 61.9% CBTb Barriers to treatment: competing stressors and obstacles 
Cooley-Strickland et al 
2011(14) 
93 8-12 48.4% CBTb Exposure to community violence, including victimisation and adverse life 
events 
Sandler et al 2003(15) 244 8-16 46.0% FBPc Negative events, negative thoughts about stressful events and parental 
discipline 
Kaufman et al 2005(16) 93 13-17 48.4% CBT-CWD-Ad Instances of relaxation, pleasant activities, parental conflict 
Thabet et al 2005(17) 111 9.15 45.9% Crisis intervention 
group 
Ongoing armed conflict in region, varying by area of residence 
Wilkinson et al 2009(18) 192 11-17 73.4% Routine psychosocial 
care, SSRIse, CBTb 
Recent episodic life events: personal disappointments to the self, physically 
dangerous events to self, physically dangerous events to others and 
permanent losses 
Stice et al 2010(19) 341 Not 
reported 
Not reported CBTb group, a 
supportive expressive 
group, CBTb 
bibliotherapy, or  
control condition 
Pleasant activities 
Clarke et al 2016(20) 212 12-18 68.4% CBTb Pleasant events 
Birmaher et al 2000(21) 107 13-18 75.7% CBT, SBFTf, NSTg Parent child conflict 
Swenson et al 2010(22) 86 10-17 55.8% MST-CANh Parent child conflict, maltreatment (reabuse, out of home placement) 
Shamseddeen et al 
2011(23) 
334 12-18 67.4% Swiching to second 
SSRIe combined with 
CBTb, switching to 
venlafaxine combined 
with CBTb 
End of school and whether this coincided with the end of treatment. Family 
conflict. 
Diamond et al 2002(24) 32 13-17 78.0% ABFTi Family conflict 
Cohen et al 2011(25) 124 7-14 50.8% TF-CBTj, usual care 
(child-centered therapy) 
Contact with IPV perpetrator during treatment, trauma during treatment 
Sandler et al 1992(26) 72 7-17 48.6% FBPc Stable positive events, negative events, discussion of grief-related issues 
aTRT  W Teaching Recovery Techniques 
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bCBT  W Cognitive Behavioural Therapy 
cFBP  W Family Bereavement Program 
dCBT-CWD-A  W Cognitive Behavioural Therapy  W Coping with Depression  W for Adoelscents 
eSSRIs - selective serotonin reuptake inhibitors 
fSBFT - Systemic Behavioural Family Therapy 
 gNST - Nondirective Supportive Therapy 
hMST-CAN - Multi-systemic therapy for Child Abuse and Neglect 
iABFT - Attachment-based Family Therapy 
jTF-CBT  W Trauma Focused Cognitive Behavioural Therapy 
 
Supplementary material 6. Uncontrolled case series studies (n=13) included in review 
Source No of 
participants 
Age range 
(years) 
Gender 
(% 
female) 
Type of psychotherapy Intercurrent life events 
Schaeffer et al 
2013(27) 
43 6-17 44.2% MST-BSFa Non-violent discipline, minor physical assault, psychological 
aggression, re-abuse and out-of-home placements  
Högberg & 
Hällström 2008(28) 
14 7-18 78.6% Active multi-modal therapy Trauma during treatment 
Maddern et al 
2006(29) 
29 5-16 58.6% CBTb plus parent support Teasing 
Szigethy et al 
2004(30) 
11 12-17 63.6% CBTb Illness severity and functioning, hospitalisations 
28 
 
Ellis et al 2013(31) 30 11-15 36.7% Multi-tier mental health program 
(Project SHIFA) 
Resource hardships, including housing, financial and 
interpersonal problems, discrimination, accultuative hassles 
Valdez et al 
2011(32) 
16 9.16 Not 
reported 
Family-focused intervention; multi-
family group intervention 
Stressful life events, parenting and family activities/routines. 
Kim et al 2007(33) 38 13-17 52.6% Family-focused psychoeducation and 
pharmacotherapy 
Life stress (stressful events/episodic stress and chronic stress) 
Kjellgren et al 
2013(34) 
25 6-14 40.0% CPC-CBTc Traumatic experiences, positive parenting, inconsistent 
parenting, corporal punishment, movement from home 
Hains 1992(35) 8 15-17 25.0% Stress inoculation training Daily and major life stress events 
Runyon et al 
2009(36) 
21 4-14 61.9% CPC-CBTc Positive parenting, inconsistent parenting and corporal 
punishment, violent and non-violent discipline. 
Ellis et al 2012(37) 124 3-20 45.2% TSTd Hospitalisation 
Jay et al 1985(38) 5 3.5-7 6.0% Behavioural management intervention Medical procedure 
Goodyer et al 
1997(39) 
78 8-16 Not 
reported 
Not assessed Recent life events (events relating to danger, disappointment, 
and loss). 
aMST-BSF - Multi-Systemic Therapy - Building Stronger Families 
bCBT  W Cognitive Behavioural Therapy 
cCPC-CBT - Combined Parent-Child Cognitive Behavioural Therapy for Families at Risk for Child Physical Abuse 
dTST - Trauma Systems Therapy 
eDBT  W Dialectical Behaviour Therapy 
 
 
 
Supplementary material 7. Qualitative studies (n=2) included in the review. 
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Source No of 
participants 
Age range 
(years) 
Gender (% 
female) 
Type of psychotherapy Intercurrent life events 
Dolgin 2014(40) 21 15-17 61.9% Wilderness-based therapy Stressors (common familial (parents arguing) and social (bullying) 
issues) 
Kerrigan et al 2011(41) 10 13-19 80.0% Mindfulness-based stress reduction 
program 
Ongoing external stressors (school-related academic issues, friend 
and family dynamics, finishing school, verbal conflicts) 
Rousseau & Machouf 
2005(42) 
Not 
reported 
11-12 Not 
reported 
Preventative project addressing 
multi-ethnic tensions 
War in Iraq launched 3 weeks after project started. Possible increases 
in schoolyard violence and rumours of bombs in the school. 
 
 
Supplementary material 8. Standardised outcome measures used. 
1. Acculturative Hassles Inventory (43) 
2. Alabama Parenting Questionnaire - child report (44) 
3. Alabama Parenting Questionnaire - parent report (44) 
4. Areas of change questionnaire  W child report (ACQ; 46) 
5. Areas of change questionnaire  W parent report (ACQ; 46) 
6. Barriers to Treatment Participation Scales (46) 
7. Child Behaviour Checklist (CBCL; 48) 
8. Conflict Behaviour Questionnaire  W child report (CBQ-A; 49) 
9. Conflict behaviour questionnaire  W parent report (CBQ; 49) 
10. Conflict Tactics Scale  W parent report (CTS; 50) 
11. Conflict Tactics Scale  W child report (CTS; 50) 
12. Clinical Score of Kozarek (CSK; 51) 
13. Daily Activity Log  W Form 1 (DAL; 52) 
14. Everyday Discrimination Scale (EDD; 53) 
15. Exposure to war stressors questionnaire (EWSQ; 54) 
16. Family Times and Routines Index  W child report (54) 
17. Family Times and Routines Index  W parent report (54) 
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18. McMaster family assessment device  W child report (FAD; 56) 
19. McMaster family assessment device  W parent report (FAD; 56) 
20. Multicultural Events Schedule for Adolescents (MESA; 57) 
21. WĂĞĚŝĂƚƌŝĐƌŽŚŶ ?ƐŝƐĞĂƐĞĐƚŝǀŝƚǇ/ŶĚĞǆ ?W/ ?58) 
22. Report of Parenting Behavior Inventory  W child report (58) 
23. Report of Parenting Behavior Inventory  W parent report (58) 
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